Real-time ultrasound equipment has assumed an important role in the detection of intraventricular haemorrhage in preterm infants. Since there is no known risk ofthe procedure and minimal disturbance to the neonate during its use, we considered it could be employed serially to time the occurrence of cerebroventricular haemorrhages (CVH) (that is germinal layer or intraventricular haemorrhage).
Subjects and methods
During a 12-month period all infants weighing less than 1500 g at birth, together with those exceeding this weight who had other risk factors-such as severe hyaline membrane disease requiring assisted ventilation-were examined using an ADR real-time ultrasound scanner with a 7 MHz linear array transducer. Examinations were performed as soon as possible after birth, repeated daily for 3 days, and then again at one week. The brain was examined using a series of oblique coronal sections through the anterior fontanelle by angling the transducer forwards then slowly rotating it backwards with the anterior fontanelle as the fulcrum. CVH was diagnosed when the appearance of echogenic blood clot was visible in, or immediately inferolateral to, the lateral ventricle. The extent of the haemorrhage in the anteroposterior direction was assessed by an oblique parasagittal scan. We had confirmed the accuracy of our technique previously by comparison with computerised tomography (CT) scans and necropsy results.' Results A total of 174 infants was studied. In 47 CVH was detected. Of the 124 infants of birthweight less than 1500 g, 38 (31°) developed CVH. Of the 16 infants of birthweight less than 1500 g who were outbom, 9 (56%) developed CVH (all these being present at the time of admission to our hospital), while haemorrhage occurred in 29 (27%) of the 108 very low birthweight infants born within the hospital. This difference was statistically significant (P = 0.04, Fisher's exact test).
Haemorrhages in infants of birthweight less than 1500 g were classified as follows: 13 haemorrhages 
